Auckland anaesthetists were surveyed. Of these, 68% obtain written informed consent, 67% are familiar with the New Zealand Medical Council's statement on informed consent, and 57% believe that they conform with this statement in their practice. 4% of anaesthetists always warn their patients of the possibility of death, 9% never do. 87% warn of minor complications such as vomiting, 28% warn of possible awareness, 27% of possible paralysis with spinal or epidural. 83% felt that some form of risk-disclosing anaesthetic information leaflet would be of value for elective patients. After perusing a proposed information leaflet, 40% answered "yes" they would be happy for it to be combined with the non-risk-specific anaesthetic information currently given to patients, 23% answered "yes, with reservations", 18% answered "yes, if modified first", 13% "no, only if the patient asks to know more about risks", and 5% " no, not to any patient".
In New Zealand the Medical Council 1 has produced the following guidelines on obtaining informed consent:
"Information must be conveyed to the patient in such detail and in such a manner, using appropriate language, as to ensure that an informed decision can be made by that particular patient.
The necessary standard for this requirement (that is the extent, specificity and mode of offering the information) should be that which would reflect the existing knowledge of the actual patient and the practitioner.
More generally it should also reflect what a prudent patient in similar circumstances might expect."
But how should this be translated into everyday anaesthetic practice? Anecdotal evidence suggests that how individual anaesthetists approach the problem varies widely. The first objective of this study was to survey anaesthetists' practice of, and attitudes towards, informed consent.
If current practice does not meet the guidelines, how can we improve it? Risk disclosure is currently the main focus of informed consent for anaesthesia. Whilst it is commonly asserted that details of serious risks may lead to greater patient anxiety and refusal of surgery, there is evidence that this is not the case 2-6 . With increased caseloads and the popularity of same-day admissions, the time available is often insufficient to effectively provide patients with detailed information. In Auckland all the public hospitals use patient anaesthesia information sheets, but these do not include details of risks. The second objective of this study was to prepare an information leaflet to be combined with those used currently, which would include specific and quantitative risk information. The anaesthetists would then be surveyed as to whether they would wish the information leaflet to be used in their everyday practice.
METHODS
A patient information leaflet was written. The introduction covered common problems such as vomiting and pain, and the measures taken to prevent them. The role of the anaesthetist in optimizing safety was emphasized. It was then explained that more serious risks are rare, but that those who wished could read further for more information. In this way an attempt was made to provide the option for patient refusal of information. The nature of each complication was briefly explained, along with an estimate of the risk (derived from a literature search), and the measures usually taken to minimize the risk where relevant. For example:
Breathing of vomit into the lungs
This is more likely in patients who have eaten within six hours of their anaesthetic. It occurs in about 1 in 2000 anaesthetics 7 . It may lead to severe pneumonia and the need for intensive care. In patients at higher risk precautions will be taken such as placing a breathing tube to protect the lungs.
Topics covered included dental injury, nerve injury, anaphylaxis, airway/intubation problems, aspiration, blood transfusion, risk of pneumothorax with central line insertion, malignant hyperthermia, awareness, death, brain damage, paralysis, and additional risks for some patients including myocardial infarction and strokes. References were included but would not be present in copies intended for patients. The document was 1065 words long. A questionnaire was sent, along with the information leaflet, to all anaesthetic registrars and consultants actively involved in anaesthesia in public hospitals in Auckland in November 1995. The responses were kept anonymous.
RESULTS
Of 125 questionnaires, 103 were returned completed. This was an 82% response rate. Three questions which were felt in retrospect not to provide useful information have been omitted for clarity. It was clear from the comments that the wording of this question was flawed, exemplified by this comment by one of the respondents. "By conform do you mean agree or practice according to?" However judging from the vast majority of comments the interpretation was "do you practice according to?". To maintain the context for the next three questions the original preamble on the questionnaire is included:
Whilst a risk disclosing information leaflet is not an alternative to informed consent, it can be seen as a useful adjunct to obtaining informed consent effectively .
It is proposed that the current anaesthetic information leaflets should be modified to include more specific risk information.
Ideally this would be combined into a single information booklet and consent form.
There is a considerable body of evidence showing that more risk information does not increase patient anxiety and refusal of surgery 2-5 . This section is effectively a poll of the acceptability to anaesthetists in Auckland of the proposal. The most common suggestion from those who answered "other" was that the anaesthetic information sheet should be given to patients as early as possible, either when the decision about surgery is first made or at the anaesthesia preadmission clinic. There was a wealth of qualitative responses generated by this question. Many questioned the quoted values given for risk incidences. Some wanted more details, others felt there was too much detail. There was concern that unless all possible risks are included, an anaesthetist becomes vulnerable if one of those missed out occurs. Several felt that the risks of not having surgery needed to be clearly emphasized and balanced against those of anaesthesia. The wording was felt by some to be unnecessarily alarming. Another suggestion was that the written information should only include a general statement about risk, and that detailed risks should be individualised to a patient's disease and to anaesthesia technique (e.g. regional versus general anaesthesia). The relevance of the information to ASA 1 patients was questioned. A few were clearly opposed to patients receiving risk information at any stage, typified by one who wrote "To be successful you need to exude an air of confidence, not present an apologetic litany of your potential failings".
DISCUSSION
The New Zealand Medical Council's statement 1 , by indicating that information should reflect what a prudent patient might expect, endorses the reasonable patient standard for informed consent.
This increases pressure on New Zealand anaesthetists to provide patients with more detailed information when obtaining consent for anaesthesia. In this survey 57% of respondents felt sure that their practice conformed with these guidelines.
What patients want to know has been studied in New Zealand 6 , but only in a potentially atypical group of patients undergoing cardiac surgery. In those patients showed detailed risk information, 73% thought the amount of information was just right, 7% that there was too little and 20% that there was too much. This high risk group might want to know more than most, so what constitutes the average prudent patient in Auckland is still open to conjecture. However if they are similar to their Australian counterparts, where consecutive patients scheduled for surgery requiring general anaesthesia were questioned, then 82% would believe they have a right, or at least would like, to know about dangerous complications 8 . We could infer from this that only a minority of Auckland anaesthetists may be matching their patient's expectations with only 28% warning when applicable of possible awareness and 65% warning less than 10% of patients of the possibility of death.
Prior to reading the suggested patient information leaflet, 83% of respondents were in favour of written risk-disclosing information for all elective patients. For the actual information proposed, only 40% felt it was entirely suitable as it stood, but with appropriate modification a total of 81% felt they would be happy with its use. However many of the suggested changes were mutually exclusive, which may indicate that even optimizing the content for a relatively small group of anaesthetists would leave many dissenters.
In summary, a survey of Auckland anaesthetists suggests that for many the standards of informed consent do not match up to the New Zealand Medical Council's Guidelines. There was general support, but with some strong opposition, for the introduction of written risk-disclosing information to be given to elective patients, as an adjunct to obtaining effective informed consent.
